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	HS/EHS Medical & Dental Referral Form


APPOINTMENT DATE: ________________________________________ APPOINTMENT TIME: ______________________________
PROVIDER’S NAME: ___________________________________________________________________________________________

ADDRESS: ______________________________________________________________ PHONE#:_____________________________

CHILD’ NAME: ___________________________________________________________ DATE OF BIRTH_______________________

PARENT’S NAME: ___________________________________________ADDRESS: ________________________________________

HOME PHONE #___________________________________________CASE #:_________________________________________

CHILD’S I.D. #_____________________________________________PARENT’S I.D.#_______________________________________

Kid Care #:_________________________ *HMO NAME: _____________________________ HMO #:___________________________


THIS IS TO CERTIFY THAT THE ABOVE PERSON IS ENROLLED IN THE HEAD START/EARLY HEAD START PROGRAM AND IS BEING REFERRED TO YOU FOR THE FOLLOWING SERVICES:

MEDICAL SERVICES

PHYSICAL EXAMINATION
____________


MANTOUX/TB SCREENING
____________


HEIGHT AND WEIGHT

____________


HEARING SCREENING

____________
HEAD CIRCUMFERENCE

____________


VISION SCREENING

____________

BLOOD PRESSURE

____________


STRABISMUS SCREENING
____________

HEMOGLOBIN/HEMATOCRIT
____________


IMMUNIZATIONS

____________

LEAD SCREENING

____________


OTHER



____________


DENTAL SERVICES
ORAL EXAMINATION

____________


DENTAL PROPHYLAXIS

____________

TOPICAL FLUORIDE

____________


DENTAL SEALANT

____________

OTHER



____________


PARENT/VOLUNTEER HEALTH SERVICES
PHYSICAL EXAMINATION
____________


TB SCREENING

____________

IMMUNIZATION


____________





______________________________________________________     ___________________________________________________
 SIGNATURE OF AUTHORIZED STAFF



AGENCY NAME

____________________________________________________

SITE ADDRESS









____________________________________________________

SITE ADDRESS

____________________________________________________

SITE PHONE NUMBER
DISTRIBUTION – 
PROVIDER SUBMITS:

ORIGINAL WITH INVOICE

COPY IS FOR THE PROVIDER’S RECORDS

COPY TO THE HEAD START/EARLY HEAD START PROGRAM
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